Family history.-There is no history of tuberculosis. His mother died of "colitis". Investigations.-Histology of lesion on back (Dr. Freudenthal): "The cutis shows a cellular scar tissue, probably rather a fresh scar, but there is no hint as to what the previous lesion may have looked like. The elastic fibres are thoroughly destroyed, with the exception of a few small spots where a number of thick fibres have survived. The epidermal changes, I suppose, are secondary".
Chest X-ray: The right hilar shadow is dense and enlarged, suggesting enlarged glands. There is partial deflation, with possible bronchiectatic changes in the right middle lobe and congestive or bronchiectatic changes in the posterior basal segment of the left lower lobe.
Blood-count.-R.B.C. 5 37 million; Hb 86%; C.I. 0-81; W.B.C. 9,600 (polys. 50%, eosinos. 2%, lymphos. 36%, monos. 12%).
Patch test with argyrol nasal drops was negative. Mantoux test positive 1: 10,000.
Note.-A further biopsy was done on a lesion from the left thigh on 22.4.48 when most of the induration had subsided. Section showed no microscopical evidence of tuberculous infection and the inflammatory reaction was minimal.
On 23.4.48 the child was admitted to hospital with a temperature of 101.50 F. A number of vesicles appeared in the lesions on the trunk which subsided in a day or so. The temperature returned to normal in three days and he returned home to rest in bed after fourteen days in hospital.
Dr. H. W. Barber: My opinion of this case is tentative as I could not examine the child as carefully as I should have wished. He reminded me of cases that were at one time not uncommon in which multiple patches of tuberculosis of the skin (disseminated lupus vulgaris) appeared after an acute infection, e.g. measles or whooping-cough. In such cases there is clearly bacillemia, no doubt due, as Dr. Adamson suggested, to the breaking down of an old tuberculous focus with dissemination of the bacilli in the blood-stream. Dr. Cranston Lowe emphasized the fact that during and for some time after an attack of measles a von Pirquet reaction, which was previously positive, becomes negative, presumably due to antibodies disappearing from the skin. Hence, should a tuberculous bacillimia occur, multiple patches of lupus are apt to appear instead of one or other of the tuberculides in which the circulating bacilli are destroyed.
Fox-Fordyce Disease in a Young Girl.-R. T. BRAIN, M.D. E. G., girl, aged 10. History of a rash in the axillx, on the breasts and on the pubic area of about twelve months' duration. The lesions irritate when she gets warm. Menstruation has not yet started but she has some secondary sexual changes indicating its imminence.
On examination.-She is a well-developed, 'intelligent girl, with pale pink papules in each axilla, a few pinkish papules on the areolk of her breasts and a few papules on the mons veneris.
Since the clinical appearances are characteristic a biopsy has not been performed. I have nothing to add to this case report except to point out the unusual feature of its early onset. Comment.-I brought this patient because the occurrence of necrobiosis after minor injury has been mentioned many times and was recently the subject of discussion here. I am not aware that it has been previously recorded as developing in known scars following an infective lesion. September 1947: Red nodules appeared on the scars, starting near the outer canthus of the right eye.
Sarcoidosis following
November 1947: Similar nodule right pre-auricular. About the same time swelling of lymph glands in the neck was first noticed by the patient.
January 1948: Further yellow nodules appearing in the scar on the right side of the forehead. General health is fairly good. No loss of weight. No specific complaint.
On examination.-Irregular scarring, mainly linear, on the right side of the forehead and around the orbit. Purplish and yellow-brown nodules are scattered in the scars. Largest of these in the right upper eyelid measures Ii cm. across while many are of pinhead size. In the right pre-auricular region is a similar nodule which has arisen without a preceding scar. There are many soft, not tender, lymph glands palpable on both sides of the neck.
Investigations.-X-ray: Chest-no hilar enlargement; lung fields normal; hands and feet normal.
Blood (Section shown.) Comment.-The original injuries resulted in scarring with a fair amount of tattooing of dust. Four years after these were excised nodules of sarcoid began to appear in the scars. After this there seems to have been a progress of the disease, starting in the scars and then appearing on the previously unaffected skin within the lymphatic drainage area, followed by involvement of the regional lymph glands. There are at present no other signs of sarcoidosis. I would like to mention a similar occurrence in two previous cases. The first is a man whom I now have under treatment with sarcoidosis of the pernio type on the nose. In 1944 he had a car accident in which he grazed his nose against the windscreen. This resulted in a superficial injury which healed, leaving a small red scar. In May 1947 the scar started to become thickened, and ultimately changed into a typical sarcoid covering an area two or three inches across. The diagnosis was confirmed by biopsy and there are no other lesions.
The third case of this kind is a medical student who had superficial scars on the tip of the nose resulting from a slight injury. When I saw him in April 1946 the scars were becoming red and nodular and a small nodule had appeared on the upper lip. Biopsy showed typical sarcoidosis. Dr. Leonard Howells saw this patient, and found radiological evidence of enlarged hilar glands with a fine nodulation in the lung parenchyma compatible with sarcoidosis. The Mantoux test 1/1,000 was positive; blood-count, E.S.R., skiagram of the feet, were all normal. I have not seen this patient since, but Dr. Leonard Howells kindly informs me that the skin lesions have now disappeared; the radiological appearances in the chest are unchanged but no other sign of sarcoidosis has appeared.
These cases are of importance so long as the cause of sarcoidosis remains unknown. It is usually assumed to be an infection, but I have not been able to discover any information or evidence as to the portal of entry.
Those who lean to the view that sarcoidosis is tuberculous in origin will presumably assume the usual portals of entry for that disease, with sarcoidosis developing at remote sites. These three cases, however, suggest the inoculation of infection at the time of injury followed, in the first patient, by a progressive spread via the lymph channels. Other possible
